ALED JUL 1 %57

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

—_p e by . "'ﬁ,gi,"g.ion District No. 23? ~ Registrar's Hao. ... T
1. PLACE OF DEATH LT T S : 2.‘-‘ USUAL'RESIDENCE (Where decnased lived. If institution: Residence bef
. - dmi sspdn)
. COUNTY o b. COUN F
. New Madrid M'dgourd Now Madidd
b. CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits ‘e, CITY inside Limits
OR OR .
TOWN catmn ‘fas‘ Ne D TOWN . “_catmn n"lg‘r!' e\’esx Ne D
- 1y
c. li-:I(LJ"S_IE’-I #:ﬁd%gF {f NOT inhospital, glvelocanon) Length of stay in 1b 4. STREET {if outside, give locatian) (gOSid- on Farm
INSTITUTION Homs Life ADDRESS YesO MNoD
3. MAME OF Firgt Middte Last 4. DATE Month Day Yeor
DECEASED B OF
(Type or print) Cartexr own DEATH B‘Iay 16 » 1957
S. SEX “16. COLOR OR RACE 7. marriEn ] NEVER MARBRD .la DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR iF UNDER 24 his.
1o C 1 Tost birthday) Mot D}.ﬂ Hours | Min.
Ma olored wiowep (] ovorceo [ May 15, 1957 0

‘1 10a. gSUAL OCCUPATIONk(‘GIﬂf kind of work dor&;
u"T mf!! ﬂ'Emr ng lfe, eoen if retire,

106, KIND OF BUSINESS OR INDUSTRY

g S - ———

1. BIRTHPLACE (Ciry and state or coentry)

Bstron, Miseovrei

2. CITIZEN OF WHAT COUNTRY?

UsA

13. FATHER'S NAME

Tommy Brown

- . - . 14. MOTHER'S MAIDEN NAME

Anna Curry

P
i

I5. WAS DECEASED EVER IN U, S. ARMED FORCES?
{If yes, pive war or dates of eeraieg)

(Yes, na, or unknown)

16. SOCIAL SECURITY NO.|17. INFORMANT

Address

.

1

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Coroner cannot certify to1a death ‘due to natural causes.

Al

] ne ‘ <. | Nome _ . Tomy Brovm, Catron, Migsourt
18, CAUSE OF DEATH [En!er oniv one cause per hne for (a), (3}, and (c).] INFJERVRL BETWEEN
PART I, DEATH WAS CAUSED BY: : A ( 5 é:‘;‘: ¢ ‘ SETIAND DEATH
IMMEDIATE CAUSE "(a)
Conditions, rjnnv DUE TO (b \.9 c{o f-r\.a\/.( -ﬁ-—vrvx/
- which gare ris ° ( ) .
above cause “ -
ating the und:r-
-  lving~ cause laat. DUE TO (¢} _
‘e FART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONTHTION GIVEN IN PART I(a) - T8 WAS AUTOPSY
= PERFORMED? , 2,
g . - -, 7 ?5 A’ ves[] no
= 20a. ACCIDENT SUICIDE HOMICIOE | 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in Part I or Part 1 of item .'8.) I
gl - O | a "~ : :
o \.
%. 2¢c. TIME OF Hour « Month,. Day, Yrear N e .
S INJURY  a. m. - . ‘
E p.m. .
J E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢, 2., in or ghout home, |20, CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT 0 Ter WHILE farm, factory, street, office bidg., efe.)
WORK AT WORK PR . Y [
. | attended the deceaced from (}y kaj M 3(— bl 0“' Wnd Iast saw ,pf‘" alive on
Death occurred at - mon tha date stated abovo. and to the beat of my know.l'oddo from the causes stated.
220, YBNATYRE -{ Degree of flrle) [« 65 -4 22c. DATE SIGNED
. AR v < N 7L

23a. BURIAL. CREMATION.

ﬂanovn. S’:‘perijy)

2. DATE™

17 ¥ay 1957 | Simmons Park Cemetery

Z3d LOCATION (Ciry, town. or county)
Catroh. Migsouri

— 7

(State)

~" diseases in:Part -||rnus"be cnsuul.ly related. *

—~3

24 -FUNERAL DIRECTOR

25 DATE 5:0 BY LOCAL REG.

&s,rg SIGNATURE :

-—\

(Llceﬂsod Embalmer s Stuf.mdﬁf on Revnrse Side
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> - 7 STATEMENT BY LICENSELDEM dm:—:n,.

I hereby certify that the body whose name is¥ecorddd op’the reverse side of this certificate was e
BY Me, OF BY - u.oiciericeinaeecrenraecernneenemennrsnceefbockorerenefemniiiiiieiiienniann, .

working under my personal supervision..

Student ......conneniioiiiiiieiiieirrrrisrar e aiaeiaas
Signature of Student Embalmer

ey ';-—-* ' “.\,,-

¥ ) . . ) [P
P ™ i~

¢ * . Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN H.ANDWRITING.
to comply with the above constitutes grounds for revocation of license). )
_ If embalmed by-a "'STUDENT,; ‘he- also shall sign-in his-OWN handwntmg oo,
I th1s bodv is not embalmed, £act should be so stated above - - ' I
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